Objectives: Health status is represented by people's subjective assessment of their sense of well-being and ability to perform social roles and has been well accepted as a health indicator of different populations. The aim of this study was to determine health-related quality of life in Slovenian population.
extreme problems regarding mobility, self care, pain/discomfort, usual activity, anxiety/depression as compared to Kersnik and coworkers' report concerning Slovenia (2, 3) . Wang and co-workers also proved that the proportions of general practice patients reporting any problems were significantly higher than those of the general population in all dimensions except for the self-care (2).
White with co-workers developed a model of health care utilisation by general population (12) . Green with co-workers revisited this model to develop a broader but still useful framework when considering the organization of health care services (13) . Patients who seek medical care at different levels of health care services are population groups, which differ from the general population by the presence of chronic conditions, perceived health status or HRQoL and health care utilisation (2) .
As expected, elderly people report worse HRQoL and more frequent use of health services (4) (5) (6) . Chronic conditions have been shown to have an adverse impact on HRQoL scores (2, 7, 9, 10) . Poorer scores on each HRQoL variable were also associated with increased odds of analgesic or antiinflammatory drugs use, whereas number of days of activity-limiting pain was a stronger predictor of physician visits among arthritis patients than other health-related variables (8) . Presence of multimorbidity, especially psychiatric co-morbidity worsened HRQoL score (2, 10) .
In a national sample of general United Kingdom population, Kind and co-workers found 6.2% respondent reporting any ex-treme problem (14) . König and co-workers found only 2.3% of respondents from German general population reporting any extreme problem (11) . In population surveys more health problems are expected with increasing age, female sex, lower social class, lower education level and in chronic patients (11, 14) .
As there has not been any general population data on HRQoL and health care utilisation, this study performed a postal survey of Slovenian adult population. The study was designed to determine the HRQoL of the Slovenian population and the effects of demographic data, chronic conditions, and health care utilisation on HRQoL.
materials and metHods
A cross-sectional postal survey in adult Slovenian population was performed. Study group included a sample of 1,000 adults (18 years or older) from Slovenia. A sample was randomly selected with a computer program based on Slovenian Telekom company phone book and stratified to represent all Slovenian regions.
A questionnaire similar to one used in other studies was developed. It was posted together with a franked and labelled envelope to all people in the sample, at the end of April 2009. After three weeks, a reminder was sent per post to all people in the sample. The questionnaire consisted of patient demographic data (sex, age, education level, employment status, living environment), self-reported chronic conditions, self-reported use of health services and EQ-5D instrument for measuring quality of life of the respondents (15) . The respondents chose chronic conditions and use of health services from a list. We used only the 5-dimension part of the EQ-5D; we did not use the EQ-VAS part. Each EQ-5D dimension can be answered by one of the three answers: no problems -1, moderate problems -2, severe problems -3. We dichotomised the scores of each EQ-5D dimension into the new variable (no problems/problems). The "no problem" part consisted of the answer 1 (no problems), and the "problems" part consisted of the answer 2 (moderate problems) and 3 (severe problems).
For statistical analysis we used SPSS 13.0 (SPSS Inc., Chicago, IL, USA). We calculated the descriptive statistics. In the univariate analysis we used independent samples t-test and χ 2 test. In the multivariate analysis we used the logistic regression. We entered the variables that showed statistical difference in univariate analysis at p<0.05. For other statistical tests the statistical significance was also set at p<0.05. In the statistical analysis we included the questionnaires that had been returned until May 31th 2009.
We have got an approval for the study of the National Ethics Committee.
results
Responses were received from 410 participants (41% response rate), out of which 216 (53.1%) were men ( Participants with problems in the EQ-5D dimensions reported more frequent utilization of health services in the past year (Table 3). Also, participants with self-reported chronic conditions reported more problems in EQ-5D dimensions (Table 3) .
multivariate analysis
Independent factors, associated with problems in any EQ-5D dimension were primary and vocational education, older age, high blood pressure, rheumatic diseases, back problems, anxiety/ depression, a visit to the emergency department in the past year, and a house visit from a family doctor in the past year (Table 4) .
discussion
The health-related quality of life of general Slovenian population is lower than in other European populations (11) . Older people and those with lower education have lower health-related quality of life. People who use health services more often and have some chronic conditions have lower health-related quality of life.
Since there is not any data on HRQoL of general population in Slovenia, our findings can be compared only to the Slovenian family practice attendees (3), in whom HRQoL is lower than found in our study. In a study from United Kingdom, 43.1% of respondents reported at least moderate problem in any dimension (14) . Also, in the study from six European countries (16), 35.1% of respondents reported at least moderate problem in any of EQ-5D dimensions. In both cases it was much less than found in our study. The rank of most common dimensions, in which general population reported having any problems, are consistent with the findings of other studies (11, 16, 17) , but the percentages of respondents, reporting any problem in the individual EQ-5D dimensions, are again very different from other studies (14, 16) . The percentages of the respondents reporting at least moderate problems in individual EQ-5D dimensions can be compared to the percentages found in a German study among general practice patients (2). On the other hand, the latter study reported much lower percentages of participants having at least moderate problems in individual EQ-5D dimensions, when compared to the Slovenian study among general practice patients (3). The reasons for lower HRQoL of Slovenian population, when compared to the other European populations, could be multifaceted. On one hand, these results could reflect higher average age and lower education level of our sample in comparison to the national data (18) (19) (20) . On the other hand, Slovenia has gone through many changes in the past years, which included also a change in the health care system (21) . The transition processes and world wide economic crisis could have also affected the perception of HRQoL of our population, or performance just simply did not reach expectations (22 The influence of some demographic factors on lower HRQoL was expected and also consistent with other studies (7, 11, (23) (24) (25) . Also, the impact of chronic conditions on HRQoL is known, especially of those accompanied with chronic pain or those of mental origin (7, 10) . People with lower HRQoL reported greater health-care services utilisation also in previous studies in some special populations (8, 9) .
A multivariate analysis revealed possible independent factors, which could be associated with having problems in each EQ-5D dimension. The effect of some of these factors (age, education level, rheumatic diseases, back pain, high blood pressure) has already been proven in other studies (2, 14, 16) . But, it seems that besides demographic factors the use of health-care services and the presence of chronic conditions also play an explanatory role in the level of HRQoL of general population which is consistent with our expectations. This is an important finding because selfrated health is an indicator of population health and measurements of perceived health status are widely used in health surveys (23) . Namely, self-rated health may be a powerful predictor of future morbidity and mortality (26) and independent medical, behavioural and psychosocial risk factors (27) . Although we did not use the same questionnaire for self-rated health (which is of subjective nature) as some other studies did (18, 28) , the HRQoL instrument also reflects subjective reports of persons' own perceptions about their health and is so actually dependent on self-rating, which enables comparison of our results obtained in these studies and gives us also some valuable information about future morbidity in Slovenian population. The outcomes measurement bears in itself methodological and feasibility problems. Mortality and morbidity data demand long spans of time for useful conclusions to be drawn, so there are not any other easily measurable outcome measures readily available for evaluation of health status apart from HRQoL instruments. So, we must rely on subjective reports of persons' own perceptions regardless of possible bias of subjectivity of the reports and other social, cultural, economical and political influences, which might skew the results. Several generic instruments were developed to make those reports valid and reliable, many of them disease specific (1) . One of such generic instruments is EQ-5D questionnaire, which was used in surveys in Western Europe (15, 29) and has been used also in our study. Another problem is sampling and response rate in general population surveys. As general population registers are difficult to obtain for such polls, many studies relay on public phone book registers, which are free for use and provide also direct phone access for computer assisted telephone interviewing (30) . As our questionnaire was relatively long and respondents' recall demanding, we decided to do a postal survey thus allowing respondents to take time for considered answering. Response rates in postal surveys are often significantly lower, usually below 50%, like in our case and also in other similar studies (23) . This could have produced a sampling bias. A possible source of bias is also self-reporting of chronic conditions and health services utilisation. We should also bear in mind that certain populations that are not registered in a phone book were excluded from the study, which might have affected the representativeness of the sample. According to the available demographic data about Slovenian population there is slightly lower percentage of men (49.5%) (18), the average age (40.3 years) is lower (19) and the education level (4.4% with unfinished primary school, 22.6% with finished primary school, 56.0% with secondary school, 15.7% with university education and 1.3% with postgraduate education) is slightly lower (20) .
Our study showed that the HRQoL of the Slovenian inhabitants is lower than the one found in some other European countries.
Respondents reported most problems in the pain dimension. The HRQoL is affected by older age, lower education, more frequent usage of health services and the presence of chronic condition. Low HRQoL of Slovenian population is surprising and also worrying. Because we cannot find any firm reasons for this finding, larger and prospective studies are needed to confirm those results and to determine the reasons for that. Nevertheless, the findings of our study point out to the need for the establishment of effective programs on a national level that would improve HRQoL of the Slovenian population. 
